As with ASPD, the prevalence of BPD identified through community based surveys is sensitive to the diagnostic classification system used and the method of assessment.
The rates identified have, however, been broadly similar across studies: 0.7% in the Oslo study (Torgersen et al. 2001 ), 1.4% in the US (Lenzenweger et al. 2007 ), and 0.5% in APMS 2007 (McManus et al. 2009 ). The rate has been found to be higher in women than men; in APMS 2007 it was identified in 0.7% of women and 0.3% of men (Skodol et al. 2005) . A higher rate among women is consistently observed in clinical samples.
A considerable proportion of people with BPD are known to have experienced some form of physical, emotional or sexual abuse or neglect in childhood. Its association with past trauma and its similarities with posttraumatic stress disorder (PTSD) have led some to suggest that BPD should be regarded as a form of delayed PTSD (Cloitre et al. 2014 ). It is rare for a patient to have BPD without comorbid conditions (Coid et al. 2009) , and because of this considerable overlap some have argued that BPD should not be classed as a personality disorder 1 Personality disorders were made a separate diagnostic axis under the DSM-III classification of mental disorders (APA 1980) . DSM-IV identifies ten types of personality disorder grouped into three clusters (APA 1994):
• Cluster A includes the 'odd or eccentric' types
• Cluster B disorders are the 'dramatic, emotional or erratic' types, and
• Cluster C is the anxious-fearful group (Coid et al. 2006 ).
• ASPD and BPD are both cluster B disorders: the other 'dramatic, emotional or 1 NICE guidelines recommend the use of the DSM-IV diagnostic system for both antisocial and borderline personality disorder. A feature of ASPD in the DSM-IV is that it requires the individual to meet diagnostic criteria in childhood (presence of conduct disorder before age 15) as well as adulthood. Because particular behaviours must have persisted beyond the age of 18, people younger than this cannot be given the diagnosis. For this reason, participants aged 16 or 17 were excluded from the base for the ASPD analysis.
BPD
According to the DSM-IV diagnostic criteria for BPD, the key features are instability of interpersonal relationships, self-image and mood, combined with marked impulsivity, beginning in early adulthood. 3 It is indicated by five (or more) of the following criteria:
• Frantic efforts to avoid real or imagined abandonment
• Pattern of unstable and intense personal relationships
• Unstable self image
• Impulsivity in more than one way that is self-damaging (e.g. spending, sex, substance abuse, binge eating, reckless driving)
• Suicidal or self-harming behaviour
• Affective instability
• Chronic feelings of emptiness
• Anger
• Paranoid thoughts or severe dissociative symptoms (quasi-psychotic).
Unlike ASPD, a DSM-IV diagnosis of BPD is possible before the age of 18, and the BPD analysis therefore included all APMS participants aged 16 and over. (First et al. 1997; Singleton et al. 2002) .
There are issues with all the available screening tools, 6 and no 'gold standard' has emerged (Zimmerman 1994; Guy et al. 2008) . One common disadvantage is the large number of questions required to assess the full range of disordered personality types. In order to release capacity for new topics, the 2007 survey only measured ASPD and BPD. This was made possible by the modular structure of the SCID-II, which covers each personality disorder type separately.
In the current survey, personality disorders were not assessed in two phases (as they had been in previous surveys in the series 
Screening positive for ASPD or BPD on the SCID-II
SCID-II is available as both a self-completion screen and as a semi-structured clinician administered face to face interview. In APMS 2014, the modules of the self-completion SCID-II covering BPD and ASPD were included in the Computer Assisted Self Interview (CASI) at phase one. They were asked of participants aged between 16 and 64 (in 2007, the SCID-II was asked of everyone).
The ASPD module covered childhood conduct disorder and adult antisocial personality, as a diagnosis of ASPD requires both to be present. The questions 5 DSM-III listed 12 types of personality disorder, but passive-aggressive and self-defeating were not included in DSM-IV. ICD-10 lists nine categories of personality disorder. 6 These include relying on respondent self-report in response to a structured interview, the way in which other disorders can mimic symptoms of borderline personality disorder, and the absence of an informant account of a patient's personality. (Zimmerman 1994). A score of one was given for each item endorsed.
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Screening positive for any personality disorder on the SAPAS
In APMS 2014, the Standardised Assessment of Personality: Abbreviated Scale (SAPAS) (Moran et al. 2003 ) was added to measure the likelihood that an individual has a personality disorder in a more general sense, as opposed to screening for specific types of personality disorder (Hesse and Moran 2010).
The SAPAS was chosen on the grounds that it is currently the best performing rapid screen for personality disorder (Germans et al. 2012) . Each of the eight questions on the SAPAS asked participants to indicate whether or not they had a particular personality characteristic, for example "Are you normally an impulsive sort of person?" Participants could answer either 'yes' or 'no'. A score of one was given for each item endorsed, generating a score of 0-8. Those scoring four or more were defined as screening positive for possible personality disorder. This cut-point was chosen as it provides the best balance between sensitivity and specificity in a general population sample (Lenzenweger et al. 2007; Fok et al. 2015) . Participants with more than two SAPAS items missing were not given a SAPAS score.
In summary, in this chapter:
• Screen positive for ASPD and BPD always draws on the SCID-II
• Screen positive for 'any PD' always draws on the SAPAS.
Results
Screening positive for ASPD, BPD and any PD by age and sex
Overall, 3.3% of participants aged 18 to 64 screened positive for ASPD on the SCID-II. If everyone in the population had been screened, it is likely (95% probability) that between 2.8% and 4.0% of 18 to 64 year olds would screen positive. The ASPD rate was higher in men (4.9%, 95% confidence interval (CI): 3.9% to 6.0%) than women (1.8%, 95% CI: 1.4% to 2.4%). Screening positive for ASPD was associated with age. Positive screens for ASPD were more common in men aged 18-24 (6.4%) and 25-34 (6.6%) than in men in older age groups (4.1% of men aged 55-64). A similar pattern was observed among women: 3.3% of women aged 18-24 screened positive for ASPD, compared with 0.4% of women aged 55-64.
2.4% of adults aged 16 to 64 screened positive for BPD on the SCID-II, it is likely that the rate in the wider population of 16 to 64 year olds is between 2.0% and 2.9%. An apparent difference in rate by sex did not achieve statistical significance, with 1.9% (95% CI 1.3% to 2.7%) of men screening positive and 2.9% (95% CI 2.3% to 3.7%) of women. Younger people were more likely to screen positive for BPD than older people, this pattern was more evident in women than men. Using the SAPAS, 13.7% of adults screened positive for any PD, at a cut-point of 4.
The proportion of the population as a whole is likely to be between 12.7% and 14.6%. The prevalence among men (13.2%, CI 95% 11.9% to 14.7%) and women (14.0%, CI 95% 12.8% to 15.4%) was very similar. There was a strong, linear association between age and screening positive for any PD: 22.4% of 16-24 year olds screened positive compared with 8.0% of adults aged 75 and over. Table 7 Self-diagnosis and professional diagnosis of PD Participants were asked whether or not they thought that they had ever had any of a list of mental disorders, including 'a personality disorder'. Those who responded positively to this were also asked whether a professional had confirmed that diagnosis.
6.2% of people screening positive for ASPD and 13.2% of BPD screen positives, also believed that they have had a personality disorder. In comparison, less than 1%
of people who did not screen positive on the SCID-II believed that they have had a personality disorder. Most people who thought that they have had a personality disorder, also had a diagnosis of this from a professional.
3.4% of people who screened positive for any PD also believed that they have had a personality disorder. Again, most of these people had been diagnosed by a professional. 
Screening positive for PD by other characteristics
Ethnic group
There was no significant association between any measure of PD and ethnic group. This was the case both when the analysis was age-standardised and when the analysis was run without adjusting for the different age-profiles of the ethnic groups. 7 It should be noted that the APMS sample is underpowered for looking at variation by ethnic group. Tables 7.5, 7.6
Household type
Participants aged less than 60 and living in lone person households had higher rates of PD than those living in other types of household, for all measures of PD. 
Base: 18-64 (ASPD); aged 16-64 (BPD and any PD)
Benefit status
Benefit status was looked at in relation to three groupings: being in receipt of any out-of-work benefit (including Jobseeker's Allowance and Employment and Support Allowance (ESA)), receiving an out-of-work benefit specifically related to disability (ESA), and living in a household that received housing benefit support with rent. These categories are further described in the Glossary. People screening positive were more likely to be in receipt of medication than counselling. Psychotropic medication was being taken by about a quarter of individuals screening positive for ASPD (24.5%) and any PD (25.6%), and more than a third of those screening positive for BPD (38.3%). As in the general population, drugs used in the treatment of anxiety or depression were the most commonly prescribed to people screening positive for PD, although a notably high proportion of BPD cases were taking antipsychotics (7.5%) or medication indicated for bipolar disorder (9.5%).
As well as psychotropic medication, substance dependence medication was being taken by 8.0% of ASPD and 8.0% of BPD screen positives, and 4.0% of screen positives for any PD. Counselling or other psychological therapy was currently being received by one in five (20.2%) people screening positive for BPD (aged 16 to 64), one in seven (13.6%) with ASPD (aged 18 to 64), and one in ten (9.7%) screen positive for any PD. For ASPD, the most common form was alcohol or drug therapy (6.2%), and for BPD it was psychotherapy or psychoanalysis (7.5%) and cognitive behavioural therapy (6.9%). Along with the finding that people screening positive for PD are more likely to be in receipt of mental health treatment, it was also the case that they were more likely to have requested a particular treatment which they then did not receive.
16.6% of screen positives for BPD, 9.1% of screen positives for ASPD, and 7.3% of screen positives for any PD had requested some kind of mental health treatment in the past 12 months which they had not (yet) received, compared with 0.8% of people not screening positive for any PD. Table 7 
Discussion
The epidemiological data generated from this survey has limitations, chiefly in terms of the reliance on self-reported cross-sectional data. Although the numbers of people who screened positive for ASPD and BPD were relatively small (164 and 121 respectively), a number of clear patterns are evident.
People at high risk of personality disorder are more likely to live alone and not be in employment compared with those who do not screen positively for personality disorder. ASPD is more common in men than women. All the measures of personality disorder included in the survey showed strong associations with age: with rates higher in younger age groups than older.
Since this study was carried out there have been significant changes in the classification of personality disorder. The DSM-5 approach was rejected by the American Psychiatric Association (detailed reasons can be found in Zachar et al. (2016)) and so the classification has reverted to the DSM-IV criteria, at least for the next few years. This former classification includes the definitions of antisocial and borderline personality disorder described in this chapter.
The ICD classification has changed radically in that all categorical diagnoses of personality disorder have been abandoned (Tyrer et al. 2015) . In its place a single dimensional classification has been proposed, which extends from no personality dysfunction through to severe personality disorder, with personality difficulty, and mild and moderate personality disorder as intermediate levels. A recent population-based longitudinal study has provided some empirical support for this new severity-based classification scheme (Moran et al. 2016 ). There are five trait domains that qualify the level of severity but are not diagnoses in their own right. These are dissocial, anankastic, detached, negative affective and disinhibited domains that relate directly to normal personality variation. People with personality disorder can have disturbance in more than one domain, and in recent research using the ICD-11 criteria those currently diagnosed as borderline tend to cluster together across the negative affective and dissocial domains (Mulder et al. 2016 ).
The ICD-11 revision group was also impressed with the evidence that personality disorder is not stable over time (Seivewright et al. 2002; Zanarini et al. 2003) , a finding which is also tentatively supported by the age distribution associated with personality disorder found in this study. For this reason it has included two additional diagnoses; late-onset personality disorder and personality disorder in development, that allow personality disorder to be diagnosed at different ages (Tyrer et al. 2015) .
Stability is a defining feature of both the ICD-10 (WHO 1992) Most people screening positive for personality disorder in the APMS sample were not receiving treatment although it is noteworthy that the prevalence of reported therapy was higher among those with personality disorder, compared to those without any personality disorder. Of those that were receiving treatment, more cited medication than psychological therapies. It is also noteworthy that screening positive for personality disorder was also associated with requesting but not receiving specific treatment.
As noted previously, the sample size and cross-sectional nature of these data requires us to treat these findings with some caution. Nevertheless, they also suggest that further improvements in treatment provision may be required in order to achieve satisfactory levels of therapeutic help for people with personality disorder as recommended by NICE. For example, NICE quality standards for people with BPD include being offered a choice of psychological therapy. Table 7 .9 Screen positive for antisocial and borderline personality disorder, by employment status and sex Table 7 .10 Screen positive for any personality disorder, by employment status and sex Table 7 .11 Screen positive for antisocial and borderline personality disorder, by benefit status and sex Table 7 .12 Screen positive for any personality disorder, by benefit status and sex Table 7 .16 Treatment currently received for a mental or emotional problem, by screen positive for any personality disorder Table 7 .17 Psychotropic medication currently taken, by screen positive for antisocial or borderline personality disorder Table 7 .18 Psychotropic medication currently taken, by screen positive for any personality disorder in past year Table 7 .19 Current counselling or therapy for a mental or emotional problem, by screen positive for antisocial and borderline personality disorder Table 7 .20 Current counselling or therapy for a mental or emotional problem, by screen positive for any personality disorder Table 7 .21 Requested but not received a particular mental health treatment in
